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HEALTH AND BENEFITS

The following descriptions of available benefit
elections options, are purely informational and
have been provided to you for illustrative purposes
only. Payment of benefits will vary from claim to
claim within a particular benefit option and will be
paid at the sole discretion of the applicable
insurance provider for each benefit option. The
terms and conditions of each applicable policy or
certificate of coverage will provide specific details
and will govern in all matters relating to each
particular benefit option described in this
summary. In no case will any information in this
summary amend, modify, expand, enhance,
improve or otherwise change any term, condition
or element of the policies or certificates of
coverage that govern the benefit options described
in this summary.



ENROLLMENT AND ELIGIBILITY

Offering a comprehensive and competitive benefits package is one way we recognize your
contribution to the success of the City of Fort Smith and our role in helping you and your family
to be healthy, feel secure and maintain work/life balance. This enrollment guide has been
designed to provide you with information about the benefit choices available to you. Remember,
open enrollment is your only opportunity each year to make changes to your elections, unless
you or your family members experience an eligible "change in status."

How to Enroll in the Plans

Read your materials and make sure you understandGenerally, you may enroll in the plan, or make
all ofthe options available.

To o To o

Locate your enroliment/change forms.
Fill out any necessary personal information.
Make your benefit choices.

If you have questions or concerns, please
contact your HR department at 47/84-2221.

Whom Can You Add to Your Plan?
Eligible:

To Do Po Do Do Do I»

Legally married spouse

Natural or adopted children up to age 26,
regardless of student and marital status

Children under your legal guardianship
Stepchildren

Children under a qualified medical child
support order

Disabled children 19 years or older

Children placed in your physical custody for
adoption

Ineligible:

To o Do Do Do

Divorced or legally separated spouse

Common law spouse, even if recognized by
your state

Domestic partners
Foster children

Sisters, brothers, parents or-laws,
grandchildren, etc.

Change in Status

changes to your benefits, when you are first
eligible. However, you can make changes/enroll
during the plan year if you experience a change in
status. As with a new enrollegou must submit
your paperwork within 30 days of thehangeor

you will be considered a late enrollee.

Examples of changes in status:
You get married, divorced or legally separated
You have a baby or adopt a child

You or your spouse takes an unpaid leave of
absence

You or your spouse has a change in
employment status

Your spouse dies

You become eligible for or lose Medicaid
coverage

Significant increase or decrease in plan
benefits or cost

You or your spouse become eligible for
Medicare

Do o Do P I» Do o Do

Open Enrollment is the only
chance to make changes,
unless you experience a
GOKI y3aS Ay adl
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PACKAGE OVERVIEW & CONTACT INFORMATION

City of Fort Smith offers eligible employees a comprehensive benefit package that provides both
financial stability and protection. Our offering provides flexibility for employees to design a
package to meet their unique needs. Other Insurance information can be found on the City of For
Smith website atvww.fortsmithar.govand clicking on insurance benefits on the Human Resources

page.

EffectiveJanuary 1, 2021

Medical benefit plans wittlealthSCOP&sing the UHC Choice Plus Network
Prescription Drug benefit througProAct

Dental benefit plan with Delta Dental of AR

Vision benefit plan with Superior Vision

Basic and Voluntary Life / AD&D and Disability benefit plans with Mutual of Omaha

To To Do Io Do

A Accident and Critical lliness plans with SunLife

After you have enrolled in insurance coverage, you will receive additional information in the mail
from the insurance carriers. This information will contain your personal identification cards. In the
YSIFEYUGAYSs: @&2dz Oly 221 dzLJ LINPGARSNAE TF2NJ &2d

Broker Contact City of Fort Smith
Penny Acosta Angel Haynes
Account Manager Benefits Coordinator

pacosta@onedigital.cofn(479) 7837104 ahaynes@fortsmithar.qo479) 7842223



http://www.fortsmithar.gov/
mailto:pacosta@onedigital.com
mailto:ahaynes@fortsmithar.gov

MEDICAL PLAN®LAN 1

The City of Fort Smith uses the UHC Choice Plus Network for your medical plan. For this plan year, you
can choose from the following medical options. Refer to the carrier benefits summaries for the exact
benefit levels associated with your plan choice.

Name of Plan / Type of Plan Plan 1- $2000Deductible PPO
Office Visits In Network Out of Network
Primary $35 copay 50%after deductible
Specialist $55 copay 50%after deductible
Pharmacy
Preferred Pharmacy Generic ~ 10% copay ($10 min / $75 max) Not Covered
Retail Generic 20% copay ($15 min / $150 max) Not Covered
Retail Preferred Brand Name  30% copay ($30 min / $150 max) Not Covered
Retail NorPreferred Brand 40% copay ($50 min / $150 max) Not Covered
20% ($25$275 max)
Mail Order (90 Days Standard) 30% ($755275 max) Not Covered

40% ($1285275 max)
Common Services

In-Patient Facility 20%after deductible 50%atfter deductible
Out-Patient Facility 20%atfter deductible 50%eatfter deductible
Urgent Care $55 copay 50%after deductible
Emergency Room 20%after deductible
Annual Deductible (Medical)
Individual $2,000 $10,000
Family $4,000 $20,000
Coinsurance 20% 50%
Annual Out of PockefMedical &Pharmacy; Includes Annual Deductible)
Individual $7,150 Unlimited
Family $14,300 Unlimited
Maximum Benefits Unlimited Lifetime Maximum

Employee BWeekly, Per Paycheck Rates

Wellness Participant Wellness Participant Non-Wellness
Coveragd_ evel

Negative Tobacco Us Positive Tobacco Us: Participant
Employee Only $47.02 $68.29 $114.20
Employee/Spouse $94.80 $137.68 $230.23
Employee/Childen) $86.12 $ 125.07 $209.13
Employee/Family $ 133.88 $194.45 $ 325.15

The benefit plan information shown in this guide is illustrative only. To the extent the benefit plantimfosmamarized herein differs from the
underlying plan details specified in the insurance documents that govern the terms and conditions larfstieé msurance described in this
guide, the underlying insurance documents will govern in all cases



MEDICAL PLAN®&LAN 2

The City of Fort Smith uses the UHC Choice Plus Network for your medical plan. For this plan year, you
can choose from the following medical options. Refer to the carrier benefits summaries for the exact
benefit levels associated with your plan choice.

Name of Plan / Type of Plan Plan 2- $1250Deductible PPO
Office Visits In Network Out of Network
Primary $20 copay 50%after deductible
Specialist $40 copay 50%after deductible
Pharmacy
Preferred Pharmacy Generic ~ 10% copay ($10 min / $75 max) Not Covered
Retail Generic 20% copay ($15 min / $150 max) Not Covered
Retail Preferred Brand Name  30% copay ($30 min / $150 max) Not Covered
Retail NorPreferred Brand 40% copay ($50 min / $150 max) Not Covered
20% ($25$275 max)
Mail Order (90 Days Standard) 30% ($755275 max) Not Covered

40% ($1285275 max)
Common Services

In-Patient Facility 20%after deductible 50%atfter deductible
Out-Patient Facility 20%after deductible 50%after deductible
Urgent Care $40 copay 50%after deductible
Emergency Room 20%after deductible
Annual Deductible (Medical)
Individual $1,250 $5,000
Family $2,500 $10,000
Coinsurance 20% 50%
Annual Out of Pocke{Medical & Pharmacy; Includes Annual Deductible)
Individual $5,000 Unlimited
Family $10,000 Unlimited
Maximum Benefits Unlimited Lifetime Maximum

Employee BWeekly, Per Paycheck Rates

Wellness Participant Wellness Participant Non-Wellness
Coveragd_ evel

Negative Tobacco Us Positive Tobacco Us: Participant
Employee Only $ 68.15 $91.27 $141.17
Employee/Spouse $ 137.49 $184.14 $ 284.80
Employee/Childen) $124.88 $167.25 $ 258.69
Employee/Family $194.23 $260.13 $402.33

The benefit plan information shown in this guide is illustrative only. To the extent the benefit plantimfosmamarized herein differs from the
underlying plan details specified in the insurance documents that govern the terms and conditions larfstieé msurance described in this
guide, the underlying insurance documents will govern in all cases



MEDICAL PLAN®LAN 3

The City of Fort Smith uses the UHC Choice Plus Network for your medical plan. For this plan year, you
can choose from the following medical options. Refer to the carrier benefits summaries for the exact
benefit levels associated with your plan choice.

Name of Plan / Type of Plan Plan 3- $500Deductible PPO
Office Visits In Network Out of Network
Primary $15 copay 50%after deductible
Specialist $35 copay 50%after deductible
Pharmacy
Preferred Pharmacy Generic ~ 10% copay ($10 min / $75 max) Not Covered
Retail Generic 20% copay ($15 min / $150 max) Not Covered
Retail Preferred Brand Name  30% copay ($30 min / $150 max) Not Covered
Retail NorPreferred Brand 40% copay ($50 min / $150 max) Not Covered
20% ($25$275 max)
Mail Order (90 Days Standard) 30% ($755275 max) Not Covered

40% ($1285275 max)
Common Services

In-Patient Facility 10%after deductible 50%atfter deductible
Out-Patient Facility 10%after deductible 50%eatfter deductible
Urgent Care $35 copay 50%after deductible
Emergency Room 20%after deductible
Annual Deductible (Medical)
Individual $500 $4,000
Family $1,000 $8,000
Coinsurance 10% 50%
Annual Out of Pocke{Medical & Pharmacy; Includes Annual Deductible)
Individual $2,000 Unlimited
Family $4,000 Unlimited
Maximum Benefits Unlimited Lifetime Maximum

Employee BWeekly, Per Paycheck Rates

Wellness Participant Wellness Participant Non-Wellness
Coveragd_ evel

Negative Tobacco Us Positive Tobacco Us: Participant
Employee Only $110.27 $137.13 $ 195.09
Employee/Spouse $222.79 $ 277.06 $394.16
Employee/Childen) $202.33 $ 251.62 $ 357.97
Employee/Family $314.85 $391.54 $ 557.04

The benefit plan information shown in this guide is illustrative only. To the extent the benefit plantimfosmamarized herein differs from the
underlying plan details specified in the insurance documents that govern the terms and conditions larfstieé msurance described in this
guide, the underlying insurance documents will govern in all cases



FLEXIBLE SPENDING ACCOUNTS (FSA)

Who is Eligible and When

All FuliTime Employees working at least 30 hours each wlekdase check with your HR
representative for specific eligibility requirements.

Benefits You Receive

FSAs provide you with an important tax advantage that can help you pay health care and
RSLISYRSyid OFNB SELISyaSa 2y | LINBIUGIE olFlaxao
dependent care costs for the next year, you can actually lower your taxable income.

Health Care Reimbursement FSA

This program lets employees pay for certain-#iRfroved medical care expenses and prescriptions
not covered by their insurance plan with pretax dollars. There are limits on salary reduction
contributions to a health FSA offered under a cafeteria plan and is applicable to both grandfathere
and nongrandfathered health FSAs. This limit will be indexed for-obltving adjustments. Some
examples of eligible expenses include:

A Medical expenses, including copays, coinsurance, and deductibles.

A Visionexpeneseincluding contact lenses, contact lens solution, eye examinations and
eyeglasses

A Dental expenses and orthodontia

A Hearing expenses, including hearing aids and batteries

A Other expenses, including chiropractic services, acupuncture, and prescriptions
A See IRS Publication 502 for a complete list of eligible Healthcare FSA expenses

Dependent Care FSA

The Dependent Care FSA lets employees use pretax dollars toward qualified dependent care suc
as caring for children under age 13 or caring for elders. The annual maximum amount you may
contribute to the Dependent Care FSA is $5,000 (or $2,500 if married and filing separately) per
calendar year. Examples include:

A The cost of child or adult dependent care
A The cost for an individual to provide care either in or out of your house
A Nursery schools and preschools (excluding kindergarten)

Type of Flexiblé&Spending Account 2021 Annual MaximunContribution

Health Care Flex $2,750

Dependent Care Flex $5,000

The benefit plan information shown in this guide is illustrative dtiis information is not intended to be exhaustive nor should any discussion or opinions
be construed as professional advice.

8



DENTAL PLAN

¢CKS /AGe 2F C2NI {YAUK dzaSa -5
network for your dental plan. Refer to the carrier benefits
summary for the exact benefit level associated with your plan.

Name of Plan Delta Dental PPO Plus Premier
Class In Network Out of Network
Preventive 100% 90%
Basic Restorative 80% 80%
Major Services 80% 80%
Orthodontia 50% 50%
Plan Details
Deductible Applies to Basic and Major Services
Endodontics Basic
Periodontics Basic
@MW W“/? Orthodontics Children up to age 19
Deductible
One can of soda is the Person Calendar Year $50 $50
amount of sugar Family- Calendar Year $50/person $50/person

recommended for
three days for a child.

Plan Maximums

Calendar Year Max $1,500 $1,500
Sugary Sodas are a
: : Ortho Lifetime M 1,500 1,500
major risk factor for rtho Lifetime Max ¢ $
tooth decay*
Coveragéd.evel EmployeeBi-WeeklyPerPaycheck Rate
*Source:American Dental Association (ADA)
Employee Only $4.53
Employeet+ 1 Dependent $9.06
Employee + 2 or more $13.59
Dependents

The benefit plan information shown in this guide is illustrative only. To the extent the benefit plantimfosmamarized herein differs from the
underlying plan details specified in the insurance documents that govern the terms and conditions larfstieé msurance described in this
guide, the underlying insurance documents will govern in all cases

L
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VISION PLAN

¢CKS /AGe® 2F C2NI {YAUGK dzaSa
network for your vision plan. Refer to the carrier benefit
summary for the exact benefit level associated with your plan.

CSwperovison ||

' X
{ dzLIS N2 2 NJN}\ ay
2 P

Network Superior National
E_yg S5 [t LEme In Network Out of Network
Fitting Exam
Copay $10 Reimbursedo $36
Contact Lens Fitting $35 Not covered
Exam Copay
Frequency Every 12 months
Lenses
Copay $10- Applies to Frames or Lenses
Frequency Every 12nonths
Single SO TGS Reimbursedo $28
copay
Bifocal Syl (Ll Ehis; Reimbursedo $42
copay
Trifocal Syl (I Ehis; Reimbursedo $56
copay
Contactg(in lieu of glasse: @. ! E o
Standard CLExam Coveredn full Not covered 9 oU ‘
SpecialtyCLF Exam $50retail allowance  Not covered Your eyes need a rest even while
Elective $100 retail allowanc Reimbursedo $100 € 2 dzZQNB | ¢ | 126-80 |

rule to reduce eyestrain. After
working for 20 minutes, look away
Frequency Every 12 months about 20 feet in front of you for
about 20 seconds.*

Frameg(in lieu of contacts

Frames $100 retail allowanc Reimbursedo $45
Source: National Eye Institute
https://nei.nih.gov/health/healthyeyes

Coverage Level Employee BWeekly Per PaychecRates

Employee Only $0.79

Employeet 1 Dependen $1.54

Employee + 2 or more $2.27

Dependents

The benefit plan information shown in this guide is illustrative only. To the extent the benefit plantimfosmamarized herein differs from the
underlying plan details specified in the insurance documents that govern the terms and conditions larfstieé msurance described in this
guide, the underlying insurance documents will govern in all cases
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TERM LIFE AND AD&D INSURANCE PLAN

Life Benefit $100,000

AD&D Benefit $100,000
Guaranteed Issue Amount $100,000

Conversion Privilege Yes

Waiver of Premium Yes

Age Reduction Schedule 65% at age 65, 50% at age 70

The City of Fort Smith provides this benefits to all eligible employees at no ¢

The benefit plan information shown in this guide is illustrative only. To the extent the benefit plan informationsummarizedherein differs from
the underlying plan details specified in the insurancedocumentsthat governthe terms and conditions of the plans of insurancedescribedin this guide,
the underlying insurance documents will govern in all cases.
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VOLUNTARY TERM LIFE INSURANCE PLAN

Employee  Spouseto age 70) Child(ren)to age 26

Increments $10,000 $10,000 $10,000
: : : 10x Salary up t

Maximum Life Benefit $500.000 $10,000 $10,000

Guarantedssue Amount* $250,000 $10,000 $10,000

Conversion Privilege Yes

Waiver of Premium Yes

Employee Age Reduction 65% at age 65, 50% at age 70, 35% at age 75

Spousg/Dependent R 65% at age 65, 50% at age 70
Reduction

Employee BiWWeekly Per Paycheck Rates
Employee Rate $0.1154 per $1,000 of coverage

Spouse and/or Child(ren)

Rate $1.11

* Coverage amounts over $250,000 require completion of an evidence of insurability (EOI) form.
* Coverage amounts over $250,000 begins after approval of your EOI application.

The benefit plan information shown in this guide is illustrative only. To the extent the benefit plartioicsomamarized herein differs from the
underlying plan details specified in the insurance documents that govern the terms and conditions larfstled imsurance described in this
guide, the underlying insurance documents will govern in all cases

12



LONG TERM DISABILITY INSURANCE

Long Term Disability coverage is designed to provide financial protection in the
event of a disability lasting beyond 90 days.

Benefit 60% of monthly earnings
Maximum Monthly Benefit $6,000
Minimum Monthly Benefit $100
Elimination Period 90 days

Up toyour Social Security Normal

Duration of Benefits Retirement Age

Own Occupation Limitation 2 years
Pre-Existing Conditiohimitation 3 months prior / 12 months after coverac

City of Fort Smith providethis benefit to all eligible employees at no cost.

@Myawbww?

g - 41% of people with arthritis are forced to limit their physical
activity, making it the leading cause of disability in the US.
-LffAYy2Aa 5SLINIYSYyG 2F tdofAO | SIHEGKD® &! NI KNJ

The benefit plan information shown in this guide is illustrative only. To the extent the benefit plantimfosmamarized herein differs from the
underlying plan details specified in the insurance documents that govern the terms and conditions lafstieé jmsurance described in this
guide, the underlying insurance documents will govern in all cases
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VOLUNTARY SHORT TERM DISABILITY INSURANCE

Shortterm disability coverage is designed to help you meet your financial needs if you are
unable to work due to a noroccupational injury or illness lasting between12 weeks. Your
premium will be based on your salary and age.

Benefit 60% of weekly 042D
earnings 20-24 $ 0.4987
Maximum Weekly Lo 25-29 $ 0.5313
Benefit ! 30-34 $ 0.5427
Elimination Period 7 davs 3539 $0.5540
Accident y 4044 $ 0.5647
Elimination Period 4549 $0.5760
: 7 days
Sickness 50-54 $ 0.7200
5559 $ 0.8640
Duration of Benefits 12 weeks
60-64 $ 0.9967
Pre-existing Conditior & IS (111217 6569 $1.1407
L 6 months after
Limitation 7099 $1.2740

coverage

Munis will calculate your STates based on your age and wages. Ubes

formula to estimateyour premium: For Salaried Employees, divide monthly
salary by $173.33 to calculate your hourly equivalent.

Your Hourly Wage Your rate factor from EstimatedBrWeekly
the table above Premium

The rates and benefit plan information shown in this guide are illustrative only. To the extent the rates or the benéfitopfaation summarized herein
differs from the underlying plan details specified in the insurance documents that govern the terms and conditions afsloé ipsurance described in this
guide, the underlying insurance documents will govern in all cases.
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VOLUNTARY ACCIDENT INSURANCE PLAN

S

Plan Type Accident
Coverage Type Off-job only
Emergency Benefit Amount

Emergency Room

Admission e
$200 Ground

Ambulance $1,500 Air

Specifiedinjuries

Fractures Up to $5,000
Dislocations Up to $4,000
Lacerations Up to $500
Burns Up to $20,000
Hospital
Admission $1,000
Daily Confinement lif?c? ;gg g:is
ICU Admission $1,500
ICU Confinement ﬁ?{g gggg;g
$150per day,

RehabilitationUnit up to 365 days

Wellness Screening Benefit
Once per Benefit Year $100

Employee BWeekly Per

coverEE Ll Paycheck Rates

Employee Only $6.19
Employee/Spouse $9.63
Employee/Childen) $9.48
Employee/Family $12.92

The benefit plan information shown in this guide is illustrative only. To the extent the benefit plantimfosmamarized herein differs from the
underlying plan details specified in the insurance documents that govern the terms and conditions larstié jmsurance described in this
guide, the underlying insurance documents will govern in all cases
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VOLUNTARY CRITICAL ILLNESS INSURANCE PLAN

N

Cl Benefit Amount

Guaranteed Issue Amount
Age Reduction Schedule
Wellness Benefit
Pre-existingConditions

Core Covered Conditions

Heart Attack

Stroke

End Stag&idney Disease

Major Organ Failure
CoronaryBypass Surgery
Angioplasty

Occupational HIV / Hepatits, C, or D
CoreRecurrence Waiting Period
Cancer

$10,000 or $20,00

Employee Spouse Child¢en)

50% of Employee  50% of Employee
Benefit up t0$10,000 Benefit up to$10,000

$20,000 $10,000 $10,000
50% at age 70
$100 Wellness ScreeniBgnefit
12 months prior / 12 months after coverage

Initial Diagnosis Benefit Recurrence Benefit
100% of face amount 100% of face amount
100% of face amount 100% of face amount
100% of face amount 100% of face amount
100% of face amount 100% of face amount
25% of face amount 25% of face amount

5% of face amount 5% of face amount
100% of face amount N/A

12 months waifafter initial diagnosis or procedure

InvasiveCancer 100% of face amount 100% of face amount
Non-Invasive Cancer 25% of face amount 25% of face amount
Skin Cancer 5% of face amount 5% of face amount
Supplemental Conditions
Complete Blindness 100% of face amount N/A
Lossof Speech 100% of face amount N/A
Complete Loss of Hearing 100% of face amount N/A
Benign Brain Tumor 100% of face amount N/A
Paralysis 100% of face amount N/A
Coma 100% of face amount N/A
AdvancedALS 100% of face amount N/A
Advanced f T KSA YS NI & 25% of face amount N/A
Il RGFYyOSR t I N Ay 2%%adfiace amount N/A

The benefit plan information shown in this guide is illustrative only. To the extent the benefit plantimfosmamarized herein differs from the
underlying plan details specified in the insurance documents that govern the terms and conditions larfstieé msurance described in this
guide, the underlying insurance documents will govern in all cases
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VOLUNTARY CRITICAL ILLNESS INSURANCE PLAN

Critical lllness Employee Rates

Employee BMWeekly Per Paycheck Rates

Employee Critical lliness Spouse Criticdllness
Age $10,000 $20,000 Age $5,000 $10,000
0-29 $5.92 $9.11 0-29 $4.33 $5.92
30-39 $7.72 $12.71 30-39 $5.23 $7.72
4049 $12.20 $21.66 4049 $7.47 $12.20
50-59 $19.63 $36.52 50-59 $11.18 $19.63
60-69 $29.97 $57.20 60-69 $16.35 $29.97
70+ $58.54 $114.34 70+ $30.64 $58.54
Children
Age $5,000 Benefit $10,000 Benefit
All ages $0.60 $1.20

@Ldymbww‘?

N _ Every year, about 735,000 Americans have a heart
- - attack and 210,000 happen in people who have
- b already had a heart attack.*

*Source:MozaffarianD, Benjamin EJ, Go AS, et al. Heart disease and stroke stgtZdits update: a report
from the American Heart Association. Circulation 2015;1313229

The rates shown in this guide are illustrative only. To the extent the rates contained herein differ from those in threé@tocaments that govern the terms and
conditions of the plans of insurance described in this guide, the rates in the underlying insurance documents will giveaises.

L
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Additional
Benefit
Information
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